of hospitalization and/or postmortem examination if any were scrutinized whenever available. Verbal autopsy [16] was done to ascertain cause of death when the relatives were willing for the same. We followed the Nashef criteria for SUDEP. [17] The crude death rate and age-specific death rate of the cohort were compared with that of the population of Kerala state obtained from the sample registration system. [18] The data were analyzed using statistical software (SPSS Inc., Chicago, IL, USA). Fisher's extract test and Chi-square test were used to test statistical significance.
Results
This study included 558 persons (319 males) and total follow-up period of 6408 patient-years. Their age ranged from 2 to 61 years (mean 27.5 ± 11.89). There were 25 deaths (20 deaths till December 31, 2013, and additional 5 deaths until May 2016) as per the communications from the families. The crude death rate was 3.2/1000 patient-years. Their age-specific death rates are compared with that of the Kerala population in Tables 1-3 . The standardized mortality rate (SMR) for the cohort (based on 20 deaths till December 2013) was 5.35. The SMR was higher for male persons (6.2) than female persons (3.52 ). The survival curve for the study sample is given in Figure 1 .
Predictors of mortality
Out of the 25 deaths, 12 persons had temporal lobe epilepsy, 8 had extratemporal epilepsy, 4 with Lennox-Gastaut syndrome, and 1 had progressive myoclonic epilepsy. AED usage for the mortality (and survivor control groups) was as follows: monotherapy 3 (24), polytherapy 22 (32), carbamazepine 14 (34), clobazam 12 (18), phenytoin 7 (13), clonazepam 6 (1), valproate 3 (8), topiramate 3 (5), phenobarbitone 3 (7), levetiracetam 2 (3), lamotrigine 1 (0), and primidone 1 (0).
Mortality group had significantly (P = 0.001) shorter duration (20.8 ± 12.8 years) of epilepsy than survivors (30.9 ± 10.6 years) although both groups had a similar age of onset of epilepsy. The mortality group differed significantly from the survivor group with regard to more frequent myoclonus (16% vs. 3.5%) or tonic seizures (8% vs. nil) and multifocal (16% vs. 3.5%) or generalized (20% vs. 5.3%) epileptiform discharges in the electroencephalography (EEG) and higher proportion of seizure frequency more than 2/month (76% vs. 46%). They were more often on polytherapy (22/25) than survivors (32/57), P = 0.027. The AED usage was comparable between the two groups except for clonazepam which was significantly higher (P = 0.001) among the mortality group. The magnetic resonance imaging findings for the mortality group were comparable to survivor group except for more frequent mesial temporal sclerosis (MTS) with the survivor group (16% vs. 39%, P = 0.038).The two groups had a similar distribution of intelligence quotient (IQ), comorbidities, and surgery for epilepsy. 
Cause of death
We received consent from the relatives of 15 of the 25 deceased participants (13 of the 20 who died before December 2013 and 2 of the 5 who died afterward) to participate in the verbal autopsy. Clinical autopsy reports were available for two participants and 4 deaths had occurred in hospital. The causes of death for the 15 participants were as follows: head injury following accidental fall 2, status epilepticus 1, brain tumor 1, pneumonia 3, suicide 2, accidental drowning 1, and SUDEP 5.
There were no clinical autopsy data available for SUDEP persons in our study. Four of the deaths were classified as probable SUDEP and one as possible SUDEP based on verbal autopsy. Circumstances of death in these patients is given in Table 4 . The SUDEP incidence rate was 0.7/1000 patient-years. The SUDEP subgroup of the mortality differed from others in the mortality group by low IQ and generalized seizures. There was a significant (<0.05) association between epileptiform abnormalities (multifocal and generalized abnormalities) in EEG and mortality.
discussion
There are only a few estimates of mortality for epilepsy from India, [19, 20] largely because of paucity of prospective long-term studies and lack of autopsy confirmation of cause of death. We designed this modified retrospective cohort from participants who were hospitalized for seizure monitoring and followed up their survival status after a decade. We had 21% loss to follow up, but the clinical characteristics of those who were lost to follow up were not significantly different from those who were followed up. We customized the WHO schedule for verbal autopsy by including additional questions specific to epilepsy and use of AEDs. [16] A recent analysis of the million death study in India had shown that verbal autopsy is a reliable method to establish cause-specific mortality fraction for deaths under 70 years of age. [21] 
Mortality rates
Our data indicated that there was five-fold increase in the mortality for epilepsy which was comparable to other publications. [7, 22] The SMR for epilepsy for people attending to medical services and hospitals ranges from 1.4 to 5.3. [1, 2, 3, 8, 9, 23] Recently, attention had been focused on the proportion of preventable deaths and premature deaths in epilepsy. In this series, one-third of deaths were potentially preventable, and there were no deaths among the seizure-free subgroup. Adequate treatment and better control of seizures could possibly reduce the mortality in epilepsy.
Predictors of mortality
We found that myoclonic and tonic seizures in epilepsy persons were associated with early mortality. Multifocal and generalized discharges in the EEG and tonic seizures point toward epileptic encephalopathy that carries higher mortality. The association of mortality with treatment with clonazepam should be viewed in this light as out of the 6 persons on clonazepam, 4 had myoclonic jerks compared to one patient among survivors. Multiple studies have found a role of AEDs, especially carbamazepine in mortality, and this may be secondary to their cardioinhibitory role of these drugs; however, this has not been proved. [24] [25] [26] [27] This is the first study that had implemented verbal autopsy to ascertain the cause of death in epilepsy. Out of the 15 cases where cause of death could be ascertained, 10 (66%) were due to seizure-related accident, suicide, or other potentially preventable causes of death. More efficient treatment aiming seizure freedom, prevention of accidents, and early management of depression could probably reduce deaths.
Sudden unexpected death
Probable SUDEP accounted for a third of total epilepsy-related deaths. This is comparable to rates published from elsewhere. [3, 28, 29] Probably 900-2940 SUDEPs occur per year in India. This study had shown that SUDEP can be detected by verbal autopsy and constitutes an important yet unrecognized cause of death for people with epilepsy.
conclusion
Our data indicate that people with epilepsy have higher risk of mortality and those with severe epilepsy or epileptic encephalopathy are at higher risk of mortality. Verbal autopsy can identify the cause of death in epilepsy, and SUDEP constitutes a third of mortality from epilepsy.
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